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Pancoast’s syndrome is generally caused by primary or metastatic epithelial tumors. Other causes of the 
syndrome are unusual but well described. The present case report describes a rare case of Pancoast’s 
syndrome caused by non-Hodgkin’s lymphoma. This report emphasises the importance of establishing a 
firm pathologic diagnosis of the etiology of Pancoast’s syndrome before instituting treatment. 
RESPIR. MED. (1997) 91, 571-573 
Introduction 
The spectrum of clinical findings currently known as 
the ‘Pancoast’s syndrome’ was first reported by Hare 
in 1838 (1). Almost 90 years later followed the 
description of this syndrome by Henry Pancoast in a 
total of seven patients seen between 1924 and 1932 
(2,3). Parascapular pain radiating down the arm, 
Horner’s syndrome, atrophy of the muscles of the 
hand, and a density at the apex of the lung with local 
destruction of ribs and vertebrae are the features of 
the syndrome. The neurological manifestations are 
caused by involvement of the inferior trunk of the 
brachial plexus and inferior cervical ganglion. In the 
vast majority of patients, Pancoast’s syndrome is 
caused by a primary bronchogenic carcinoma. This 
report describes a case of Pancoast’s syndrome 
caused by non-Hodgkin’s lymphoma. 
Case Report 
A 40-year-old man was hospitalised with complaints 
of fever, night sweats and weight loss associated with 
dyspnea. On chest roentgenogram, bilateral inter- 
stitial pulmonary infiltrates with cystic changes 
were present. PaO, on room air was 56 mmHg, 
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serum calcium was 11.5 mg dl- ’ (normal range: 
8.5-10.5 mg dl- ‘), and serum angiotensin converting 
enzyme (sACE) level was 132 U 1 - ’ (normal range: 
8-52 U l- ‘). Sputum specimens for acid-fast bacilli 
(AFB) and tuberculin test with anergy panel were 
negative. Fiberoptic bronchoscopy revealed normal 
endobronchial anatomy, Transbronchial biopsy 
specimens showed non-caseating granulomata with 
negative AFB and fungal stains. Antituberculous 
therapy was given until final mycobacterial cultures 
were reported negative after 8 weeks. Prednisone was 
started at this time for presumed sarcoidosis. Four 
weeks later, the patient developed fever, malaise, 
night sweats and right-sided shoulder pain radiating 
down the arm, associated with numbness in fourth 
and fifth digits of his right hand. Clinical signs of 
Horner’s syndrome and weakness of his right hand 
with decreased sensation in the distribution of C&T1 
nerve roots were present. A new right upper lobe 
mass lesion with cavitation was noted radiographi- 
tally (Plate 1). Computed tomography of the chest 
revealed a necrotic mass lesion accompanied by dif- 
fuse interstitial infiltrates, cystic changes and medias- 
tinal lymphadenopathy. Fiberoptic bronchoscopy 
showed extrinsic occlusion of the right upper lobe 
bronchus. Transbronchial biopsy and transthoracic 
needle aspiration were non-diagnostic. Scalene lymph 
nodes were biopsied via fat pad exploration, and 
revealed high-grade, diffuse, large T-cell lymphoma. 
Staging work-up was negative for bone marrow and 
central nervous system involvement. Serologic tests 
for human immunodeficiency virus and human T-cell 
lymphotropic virus type I were negative. The patient 
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PLATE 1. Chest radiograph revealing a large right 
upper lobe mass with central cavitation and 
bilateral interstitial pulmonary infiltrates. 
was started on a combination chemotherapy regimen 
containing prednisone. He showed a good initial 
clinical response with resolution of his constitutional 
symptoms. After the second cycle of chemotherapy, 
he was hospitalised with fever, pleuritic chest pain, 
hemoptysis and neutropenia. Treatment with broad 
spectrum antibiotics was started; however, he died 
after massive hemoptysis. An autopsy was performed 
which revealed high-grade T-cell lymphoma involving 
the right upper lobe, spleen, liver, pancreas and 
mediastinal, cervical and periportal lymph nodes, and 
invasive pulmonary aspergillosis. 
Discussion 
Most cases of Pancoast’s syndrome are caused by 
primary bronchogenic carcinoma. The histologic 
types most commonly associated with this syndrome 
are squamous cell and adenocarcinoma, with small 
cell carcinoma being the least common (4). Even a 
small superior sulcus tumor that is not detectable by 
a chest radiograph may result in Pancoast’s syn- 
drome; hence, in the presence of suggestive symp- 
toms, further investigation should be undertaken to 
achieve early diagnosis and better clinical outcome. 
This report, however, describes a patient with classi- 
cal features of Pancoast’s syndrome as a late mani- 
festation of an advanced stage large cell lymphoma 
involving the pulmonary parenchyma. This case, to 
the authors’ knowledge, is the fourth reported case in 
the literature (5-7). Although the initial transbron- 
chial biopsy finding of non-necrotising granulomata 
and elevated sACE level suggested the diagnosis of 
sarcoidosis, these findings are non-specific, and have 
been described in a wide variety of granulomatous 
disorders including tuberculosis, fungal infections 
and lymphoma (8). In two studies of non-Hodgkin’s 
lymphoma with a total number of 110 patients, 
non-caseating epithelioid cell granulomas were found 
in approximately 7% of cases (8). 
At one time thought to be an incurable presen- 
tation of bronchogenic carcinoma, it is now known 
that a variety of disease processes can cause 
Pancoast’s syndrome, and early detection and treat- 
ment may be lifesaving. Some of the diseases associ- 
ated with Pancoast’s syndrome include multiple 
myeloma; lymphomatoid granulomatosis; pseudomo- 
nal, staphylococcal, cryptococcal, and Alleschevia 
boydii pneumonia; invasive aspergillosis and aspergil- 
loma, actinomycosis, hydatid cysts, thyroid carci- 
noma and primary hemangiopericytoma (9,lO). 
Hence, a small but significant number of cases of 
Pancoast’s syndrome are caused by disorders other 
than bronchogenic carcinoma, and timely diagnosis 
of these conditions is crucial since a reasonable 
number of these disorders are potentially curable. A 
presumptive diagnosis of lung cancer should not be 
made without histologic proof. 
This report adds to the literature another case of 
non-Hodgkin’s lymphoma presenting with Pancoast’s 
syndrome, and emphasises the value of establishing a 
pathologic diagnosis in patients with this syndrome. 
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